diagnosis out of count and wouldl indicate that the tumours were of the nature of simple papillomata.
Fitzgibbon: Ante-partum Accidental Hwmorrhage diagnosis out of count and wouldl indicate that the tumours were of the nature of simple papillomata.
Professor E. H. Kettle has kindly examined the sections for me, and his opinion is in agreement with that just stated.
The fact of both of these tumours arising from the same situation, in the anterior vaginal wall-incidentally the usual site of vaginal fibro-myomata-leads us to the difficult question of aetiology. It has to be confessed that no clear ideas have been formed in this matter beyond the causal probability of stimulation of some embryonic vestige in this regiorn, and in this respect Mr. Christopher Martin, who saw Case II, has suggested the remains of the original vaginal septum as the seat of origin.
The rarity of the condition is worthy of note. The writer has searched through a large number of gynaecological and pathological text-books and periodicals and cannot find a record of any similar case.
A Revised Conception of Ante-partum Accidental Htemorrhage.
By GIBBON FITZGIBBON, M.D., F.R.C.P.I. (Master of thte Rotunda Hospital, Dublin.) IN this paper I want to consider the nature and treatment of accidental haemorrhage as a complication of pregnancy, and to express the opinion I have formed after six years' careful study and consideration of the cases met with during that time in the Rotunda Hospital. When I commenced my work as Master of the Rotunda Hospital, I looked upon and treated accidental hbemorrhage in accordance with the views generally accepted at the time. After two years I found I was no better able to estimate the severity of a case, and in several cases I had found conditions which could not be made to conform with the theories which I had accepted. It was about this time that I commenced carefully to study the disease. In this paper I wish to review my work during six years, to point out the characters in cases that appeared to me incompatible with the generally accepted views and to express the opinion I have now formed which I think is compatible with the characters of the disease and forms a basis for successful treatment. For this purpose it is necessary to define some of the points which I found incompatible with my clinical observations.
(1) Accidental hLemorrhage has been divided into two main types-revealed and concealed. The occurrence of these two types was explained by the fact that in the revealed type the uterine muscle was healthy, and therefore resisted distension by blood poured into the cavity of the uterus, whilst the concealed type was due to disease of the muscle, which made it irresponsive to stimulation and allowed it to distend passively. This fact I found to be absolutely inacceptable in view of the behaviour of the uterus in the vast majority of cases. Labour was the common outcome of these cases, and the labour was usually rapid, whilst the uterus acted perfectly both during and after delivery and quite irrespective of whether the case proved to be wholly revealed or was demonstrated after delivery to be a severe, concealed type by the expulsion of two or three pints of old ckot from the uterus. If the collection of the clot in the uterus was due to disease of the muscle it was quite inconsistent with the action during and after labour.
(2) Although the fact is disputed to some extent, it is the more commonly accepted view that accidental haemorrhage is due to toxcemia. I fully accept this view, but I found that although primiparae suffer from the other toxaemic diseases twice as frequently as multiparce, the latter supplied at least 85 per cent. of the accidental haemorrhages, and more than half of the cases were advanced multiparae (3) Of recent years it has been suggested that the toxaemia is the result of the extravasated blood and due to the re-absorption of by-products. This does not appear a tenable proposition in view of the many other conditions leading to extravasation of blood and without toxammic symptoms, such as ruptured ectopic pregnancy and haematoma. A few cases have been described in support of this contention, but it seems to me that in these cases the apparent toxtmia or shock which is more commonly described, can be more reasonably accounted for by other factors. The occurrence of albumin in the urine in placenta prTvia has been put forward in support of the contention that the toxaemia arises from extravasated blood, and a series of cases has been collected; but, in fact, it is an uncommon association, the percentage of placenta praevia cases with albumin being little, if any, greater than the percentage of albumin in pregnancy, whilst albumin with accidental hemorrhage shows almost reciprocal figures.
(4) The results from various treatments are not consistent with the supposed condition of the uterine muscle, and here I wish to refer to the treatment accredited to the Rotunda Hospital, namely, " vaginal plugging." Tweedy advocated this treatment and expounded views as to how the bleeding was controlled by the plug. He demonstrated that a vaginal plug controlled the circulation in the uterine arteries, and that unquestionably bleeding did not continue after the plug was placed; but it has never been shown how the bleeding is stopped in view of the fact that the circulation through the ovarian arteries is not controlled. I think anyone wvho has done a hysterectomy at term will admit that the ovarian supply is as great as the uterine.
(5) Hysterectomy had been adopted as the treatment in a few cases, then Coesarean section was substituted, and the uterus was found to act perfectly, although hysterectomy was adopted on account of the supposed degenerated state of the muscle. Neither operation appears to me to be justified by the results obtained, when compared with other treatments. Their aim is to control a htemorrhage which cannot otherwise be controlled, but the specimens removed often showed no continuous bleeding and at Ca3sarean section the uterus was usually found to contain no fresh blood.
I have gone through the records of the Rotunda Hospital for the nine years preceding my Mastership, 1910 Mastership, -11 to 1918 During this time plugging was the principal treatment adopted, Cuesarean section and hysterectomy wvere resorted to in some cases.
In the Hospital 51 cases are recorded with 8 deatlhs. 16 of these cases were treated by pluggiiig, with 2 deaths 4 cases were treated by Cuesarean section, with 1 death 3 ,, ,, by hysterectomy, with 2 deaths The remiiaining 28 ,, ,, palliatively, with 3 deaths.
In the Extern 33 ,, are recorded, with 6 deaths,. Plugging was the only treatment adopted in the Extern, besides palliative measures, and of the patients that died four were plugged.
Thus from palliative treatmnent the lmlortality w%vas 107 per cent. plugging ,,
Caesarean section ,, ,
Assuming that plugging was resorted to with the same frequency in the Extern as in the Intern the results show that from palliative treatment the mortality was 9'1 per cent.; from plugging, 36'3 per cent. There are some facts recorded of the Intern cases, especially those operated upon, to which I wish to draw attention. Of the fifty-one cases only seven were primipare; only one primipara died, ten days post partum; in one the membranes were punctured, one with a macerated fketus was plugged before being sent to hospital, otherwise six of the primipara required no treatment, having no symptoms other than slight external bleeding.
Forty-four patients were multiparee and seven died; brief records are appended of typical cases. had rigor, os full, miiembranes punctured. Deliv-ery. Manual removal. Post-partum hemorrhage. Died in 1 hour.
The points to which I wish to draw attention in these notes are in the cases treated by hysterectomy. Case I was of intraperitoneal haemorrhage rather than intra-uterine, and there were no symptoms to indicate the condition until the patient had lost so much blood that she could not stand operation. Case II: Patient does not appear to have been controlled by the operation, if anything this made her bad condition worse. Case III Patient was in good condition, seemed to be starting labour and at operation the bleeding was found to have ceased, the condition being only one of anaemia. In the cases treated by Caesarean section, free intraperitoneal haemorrhage was found in three, the uterus acted well, and Case VI was the only one in which some effort was made to control the supposed source of the free bleeding. The patient in Case IX died, but no active bleeding was found, the uterus acted poorly in just the manner to be expected in a depleted patient. The remaining five cases were treated by plugging and/or other form of interference. The 1-para died ten days after delivery, she was plugged but otherwise allowed to end spontaneously. One ended spontaneously but the uterus and vagina were plugged post partum. One was a low implantation of the placenta and possibly the retained blood collected after version. One was delivered rapidly after division of the cervix. The last case was complicated by post-partum hTmorrhage after induced labour.
Of particular importance is the description of the uterus in Cases VILII and IX, where it is described as blue or black with subperitoneal haemorrhages and extravasations all through the walls. The condition of the uterine tissue is not described in any other cases, but the same condition is soaggested in Cases I, II, and III, where there was broad ligament extravasation.
From a study of the above cases I do not think the claim is established that any case of accidental hemorrhage is benefited by Caesarean section, hysterectomy or other operative interference, that would not get well by careful expectant treatment. Further, there do not appear to be any definitely diagnostic symptoms by which the cases can be classified for treatment. It was owing to these conclusions that I abandoned operative treatment, including plugging, shortly alter I was appointed in charge of the Rotunda.
I will now record my own statistics during the past six years and certain observations I have made.
During these six years in the Intern, there were 64 cases with 3 deaths. ,,
in the Extern, there were 34 cases with 4 deaths.
During the first two years there were 13 cases with 1 death; of these 2 were plugged, with 1 death, as follows:-Case E. T., 4-para.-Adluitted in pre-eclamiiptic state, greatly improved until the fourth day, when profuse hbemorrhage with passage of clots occurred. Vagina plugged. Died in one hour. Uterus showed extravasations of blood in cornua and wall of uterus under placental site. No intraperitoneal bleeding.
Case M. R., 2-para.-Caesarean section for contracted pelvis. Uterus found dark slateblue in colour, large old blood-clot from cavity. After operation gave history of slight hbemorrhage, before admission there were no symptolmls but urine was found loaded with albumin.
During the next two years there were 23 cases with 1 death. Three cases were plugged before admission, plug removed on admission.
Case M. L., 13-para.-Admitted in collapse, slight external bleeding. Improved during next few hours. Began to get worse, no further bleeding. Hysterectomy. Rather free bleeding under antesthetic, not much from operation. Died nine hours after operation. Urine: marked album-lin. Enormous quantity of blood-clot between membranes and uterine wall, outside placental area.
During the next two years there were 28 cases with 1 death. Case L. O'G., l-para.-Admitted with severe bleeding, pre-eclamptic. Very pale, uterus very tense and tender. Bleeding stopped on getting to bed. Patient semi-conscious. Membranes punctured. Improved. Delivered twenty-six hours later. Semi-coma deepened to coma during the following days. Died fifth day. Uterus well involuted. H&emorrhages under peritoneum. in broad ligaments and extravasated all through uterine walls. I would like to give the notes of one other case although it is not included in my numbers.
Case K. G. was in hospital on her second, third, and fourth pregnancies with eclamipsia, each time complicated by severe ante-partum haemorrhage. During the fifth and sixth days of one puerperium a pint of old black hmematonma was collected, having been discharged through the bladder. In her fifth pregnancy the faetus died at twenty weeks in spite of careful treatment, and I did a hysterectomy to termninate the pregnancy and prevent future pregnancies. The uterus was hardened and opened. Concealed hsemorrhage was found, the placenta was normally situated and perfectly attached to its site. The whole uterine wall showed extravasated blood in the tissues. Now I want to compare these two series of cases. They are consecutive series, the first collected from the years 1911 to 1919, the second from 1920 to 1925. During the first period plugging of the vagina was the principal treatment, and hysterectomy or Csesarean section began to be adopted. Eight cases were submitted to the latter treatment and three of these cases died. Of the cases not treated by operation five died. It may be claimed that the cases operated upon were all very serious, but it must be equally admitted that amongst the forty-three cases not operated upon were a large number of quite as serious cases, and so the results from operation were not any better than from non-operative treatment. The trend of opinion at the time was that if the serious cases were operated upon earlier the results would have been better, but in looking over the notes of the cases it is difficult to see how a diagnosis and decision to operate could have been arrived at earlier in any case. Of course, if every case of accidental haemorrhage was submitted at first sight to operation the results obtained would give a wonderfully good percentage result, but it would be an utterly fallacious justification of operation.
The second series of cases occurred during my mastership. At the beginning I was strongly inclined towards the operative treatment, but at the end of two years I was still absolutely unable to formulate any basis of selection. I had had a number of serious cases with only one death: that case would have been operated upon if it could have been done before death occurred. On the whole, my results had been extremely good-one death in thirteen cases from wholly palliative treatment; so that at the end of the two years I had fully decided to follow a strictly palliative line of treatment. Taking the whole second series there are three deaths. It may be contended that my series of cases included fewer serious cases than the first series. Such an argument can only be treated as absurd. The two series of cases are drawn during consecutive periods from exactly the same area of population. Of the cases in the second series, one was treated by hysterectomy-I was away from the hospital at the time. I doubt if I would have operated ; nevertheless, the case was very serious, and the fact remains-the patient was not saved by operation. My third death occurred four days after delivery, with coma and complete anuria for four days. In the comparison of the whole results in the two series, it is better to avoid percentages. The cases may be looked upon as of the same type and severity. lst series, 9 years. 33,000 confinements. 8 deaths for 9 years.
Unit 8 2nd ,, 6 ,, 22,000 ,, 3 ,, corrected to 9 years ,, 44 I now record a number of facts about these cases. In considering symptoms and signs I shall only deal with the cases that were under my own observation, but with regard to the condition of the uterus I shall include the records from the first series.
There is a markedly greater incidence of the complication amongst multiparae than primipare. In the Rotunda, out of 115 cases, ninety-nine were multiparae and sixteen were primiparae. I looked up the last four reports from Liverpool, Edinburgh, and Manchester, and found in 109 cases, ninety-three multiparie and sixteen primipare. This is a verv remarkable difference from what is found in eclampsia, where the relative figures are thirty to seventy. I fully accept the view that accidental hemorrhage is largely due to a toxiemia, but with the above facts it must be a different toxwemia from that producing eclampsia, or there must be some factor existing in multiparte, or produced by multiparity, which alters the effect of the toxaemia. To investigate this I have kept careful notes of the presence of albumin in the urine of my last forty-six cases. Six cases were primiparee, and in five the urine boiled solid. In one case there was no albumin. Forty cases were multiparae, in five the urine boiled solid, in twenty-one there was a marked amount of albumin, in eight there was only a slight trace, and in six there was no albumin."
There seems to be a fairly close relation between the vitality of the fmetus and the degree of albuminuria, but there is no relation between these facts and the type of accidental hemorrhage, whether revealed or concealed. There were seven cases with wholly concealed hiemorrhage, eight cases with wholly revealed haemorrhage, and thirty-one cases with revealed hemorrhage before delivery, but that showed a considerable quantity of retained blood-clot in the uterus after delivery: tlhese cases I describe as combined hemorrhages.
The following tabular statement shows the relation between albumin, life of the feBtus, type of haemorrhage and the pre-eclamptic state-by the latter I mean albuminuria, cedema, drowsiness, &c. The above table shows that 3, or 50 per cent. of the primiparm, had symptoms constituting the pre-eclamptic state, and in each case the fcetus was dead. Only one primipara was delivered of a living infant, and this patient was the only one with no albumin. The frequency with which the fcetus was dead is very much greater than that usually found with severe albuminuria or even eclampsia. In the past year, of eleven primipara with albuminuria, in which the urine boiled solid, only two were delivered of dead infants, and seven primipare with eclampsia, and a similar condition of the urine resulted in the birth of six living inifants.
The multiparae show a less degree of albuminuria, of five with urine that boiled solid, four showed the pre-eclamptic state, one of these was delivered of living twins; still, this is higher than the usual fcetal death-rate. In the past year seven multiparce with urine that boiled solid resulted in the birth of only one dead infant. The table also shows that as the degree of albuminuria diminishes the number of living infants increases, but there is little or no difference between cases with urine that boiled solid and cases with marked albuminuria, the difference is between cases with severe albumin and those with only a slight trace or no albumin. The next table shows the relation between the type of hmorrhage, whether concealed, combined, or revealed; the incidence of labour, whether started or not: the condition of the uterus at time of diagnosis, whether normal, tense, or tense and painful, and the result to the fcetus, whether alive or dead.
The patients considered to be in labour were, with two exceptions, delivered within fifteen hours, the average time being five hours. The two exceptions were completed in twenty-six hours. Those considered not in labour were delivered from two to eleven days after the onset of symptoms.
This table shows thirty-eight cases in labour; of these the uterus palpated normally in fifteen, three being with concealed haemorrhage, seven with combined heemorrhage, and five with rQvealed haemorrhage. The uterus was tense in twelve cases, one with concealed haemorrhage, ten with combined haemorrhage, and one with revealed hemorrhage. The uterus was tense and painful on palpation in eleven cases, two with concealed haemorrhage, and nine with combined haemorrhage. Of the nine cases not in labour, one, with concealed hbemorrhage, was tense and painful, all the others palpated normally.
In no instance was a living infant born in a case with either a tense or a tense and painful uterus. On the other hand, of the twenty-three cases with a uterus normal to palpation, seventeen infants were alive and only six dead. In the above two tables I have shown the result to the fetus. I have done so because I thiDk this is an excellent expression of the degree of placental ablation. That accidental ha3morrhage is largely due to ablation of the placenta is, I think, the commonly accepted view, but although I consider that extensive ablation very often occurs, I do not consider it the primary cause nor the important factor in the serious cases.
The first table shows a relation between the presence of marked albuminuria and death of the fmetus, but very little relation between the death of the feetus and the type of haemorrhage when the albuminuria is marked. It also shows a lack of relation between the death of the foetus and the type of haemorrhage when albuminuria is slight or absent.
The second table shows a very close relation between the condition of the uterus and the condition of the feetus irrespective of the type of hmorrhage, and also between the condition of the uterus and the presence of labour, in conjunction with the condition of the fcetus and irrespective of the type of hemorrhage. In this table there are two exceptions. One, a case of concealed haemorrhage not in labour, with a tense and painful uterus and dead fcetus. This patient I did not see myself; she was very ill, improved for a while, then became worse and was treated by hysterectomy. I believe the deterioration was due to the onset of active labour, and that this would have been demonstrated if she had not been operated upon. I form that opinion from my experience of several other cases. The second exception is a case of revealed haemorrhage, in labour, with a tense uterus but not tender; the patient was a very old multipara with a breech presentation and a very vigorous labour.
I now want to consider the condition of the uterus as recorded in those cases operated upon or submitted to autopsy. I have already recorded the observations in cases in the Rotunda; they conform with the observations of other operators. " I have seen most of the cases and in all of them the uterus was soddeni with blood, the broad ligaments were filled with blood, and there was free blood in the peritoneum.."
My own observations conform with the above statements, and I have reproduced a photomicrograph which shows the condition very perfectly. I had sections from many parts of the uterus and all showed the same characteristics. The muscle fibres are separated, the interstitial tissue is invaded with blood. There are small and large areas of blood under the peritoneum, the uterine wall under the placental site is no more affected than other parts. Extravasations ran out on the broad ligaments, and the tubes were completely disorganized by blood extravasation. I have endeavoured to demonstrate degeneration of the actual muscle fibres in this case and two others, but could find no evidence of such.
Besides the operation and autopsy specimens I have been fortunate in seeing two other uteri in cases operated upon for other conditions. These cases, although accidental haemorrhage was present, exhibited no symptoms.
In the first case, I did a Cesarean section for contracted pelvis; the uterus was of a dark-blue slate colour, hbamatomata ran out on the broad ligaments. I opened through the lower segment and so did not see the sectioned surface of the worst looking part of the organ; the cut sur-face, where seen, looked like mildly bruised meat. The fcetus was alive and strong and the placenta was followed by a lard black clot the size of my fist. The placenta did not show evidence of ablation; there was no flattening of the maternal surface. After operation the urine was found to boil solid and the patient told me that just after labour began there was a gush of dark hmemorrhagic fluid from the vagina.
In the second case, I removed the uterus at twenty-two weeks' pregnancy with a dead foetus. The patient had been in hospital for her three previous pregnancies and deliveries with eclampsia, each time complicated by severe accidental hemorrhage; the infants were all dead, and she was suffering from chronic nephritis. The uterus contained concealed hemorrhage, the placenta was normally attached, the whole uterine wall showed extravasated blood through the tissues.
The first case, I think, throws a great deal of light on the subject; if the patient bad been capable of delivering herself through the vagina, I have no doubt she would have done so uneventfully and have been recorded as a mild case of combined habmorrhage, without any suspicion that the uterus presented a pathological condition quite as severe as any of the recorded cases of accidental hLemorrhage.
Otne other case to which I will refer is very analogous to the case which forms the basis of Williams' paper referred to above.
The patient was admitted to hospital with low temperature and pulse, general debility and abdominal pain; foetus alive, albunmin nil. Kept under observation for five days and discharged very much better. Returned seventeen days later having had several fainting attacks in rapid succession, with peculiar twitchings, looking very bad, pale, tenmperature 970 F., pulse 105, blood-pressure 110, hemiplegia of face, arin, and leg, the uterus palpated normally and the fcetus was alive, albumin marked. Improved with application of warmth and drank fluid. Urine 18 oz. in twelve hours. Labour began ten hours after admission, the uterus became somnewhat tense, and a profuse discharge of dark fluid blood appeared from the vagina with a few very black old clots. The membranes were punctured and delivery followed in three hours. The infant was alive but died in an hour. The birth of the faetus and the placenta were followed by a very large quantity of hard, old black clots. The hemiplegia passed off gradually during the next week.
I now want to formulate the views I hold at present and as the result of my observations. I tlhink that in the past few years, and as a result of operative treatment, we have discovered the true nature of the complication but we have confused Fitzgibboin: Ante-partum Accidental Hmrorrhiage ourselves by trying to make recent observations fit in with our former incorrect theories. These are all based upon a wrong hypothesis-separation of the placenta.
There are twvo types of ante-partum accidental heemorrhage: (1) a simple and truly accidental ablation of part of the placenta; (2) a toxemnic condition due to haematoma or apoplexy of the uterine wall, involving the placental site in common with the rest of the uterine wall but not originating in the placental site. The two conditions are totally unconnected and must be considered separately.
(1) SIMPLE ACCIDENTAL ABLATION OF THE PLACENTA. There are many distinct causes of the condition. (1) Low implantation of the placenta, so that it encroaches on the lower uterine segment; this is a not uncommon cause. The incidence is similar to that of placenta proevia, but as the placenta cannot be reached the cases cannot be diagnosed as praevia. The only symptom is external bleeding and the blood coagulates after collection in the vagina. The fcetus is not affected and the maternal health is good. There is usually persistence of bleeding in small quantity, or intermittently. This may lead to a progressive anoemia and require termination of the piegnancy. The pregnancy can be terminated safely by any of the recognized slow methods of induction of labour.
As the ablation of the placenta is only likely to occur in these cases near term the infant is alwavs alive and healthy. (2) Ablation of a normally situated placenta, an uncommon cause, but one which may occur anv time in the last m-lonths of pregnancy. (3) Injuiry, suclh as falls or sudden violent muscle action of the abdominal muscles to prevent falls, may be the cause. The bleeding may be revealed, combined or concealed. When revealed it is usually sharp for a short time, then stops, and there is no tendency to return. The pregnancy continues unaffected. The bleeding may be wholly concealed, the blood lost collects under and near the placental site, is held up by the adherence of the membranes to the uterine wall. The blood coagulates and the bleeding stops. The coagulum contracts and the serum is expressed from the clot. The clot acts in the same mnanner as any foreign body introduced into the uterus to induce labour, and after a varying time the uterus takes on active contractions. The first effect of this is to extrude the serum down to the cervix, when it comes away in a sudden gush of blood-stained fluid which does not coagulate. In a multipara or a primipara with a relatively dilated cervix the clot may be extruded after the serum, and the stimulation being removed, labour imiay pass off and the pregnancy continue unaffected. The clot, when extruded, is firm, hard and dark in proportion to the length of time it has been retained. If the clot is not extruded early, labour may continue to delivery and the clot be retained until after the birth, owing to the presenting part filling the lower segment of the uterus. The patient does not show symptoms except the discharge of the serum, and the fcetus is alive, its condition depending upon the period of pregnancy. (4) During labour some condition may cause traction on the cord and this ablates the placenta. The bleeding is usually revealed and comes away as fluid blood or clots from the vagina; some blood coagulates in the uterus, being pent up by the presenting part, and the clots come away after and during birth; the bleeding may be severe, but seldom affects the patient too much before delivery is completed. The fetus may die during labour; if not, it is healthy.
This type of accidental haemorrhage nay occur in a multipara or a primipara. The urine is free from albumirl, but the condition may occur in a toxwmic patient with any degree of albuminuria; the association is wholly accidental. I have had two cases definitely of the first variety, three cases of the second variety, one ended in delivery, whilst two expelled the clot and pregnancy continued.
I have lbad two cases of the third type; in one the cord was round the neck and shoulder, and ruptured as the head was born over the perineum. The fcetus was alive. but died evidently from loss of blood. The other case was completed with forceps; the cord was very short and the foetus was born dead.
(2) TOXALmC ANTE-PARTUM HAEMORRHAGE. HA£NMATOMA oR APOPLEXY OF THE UTERUS. In this type the condition of the uterus is that described in those cases submitted to laparotomy or found at autopsy.
-Etiolofjy . Ninety per cent. of the patients are multiparw, most of them advanced inultiparae. Out of the last thirty-five cases there were six 2-para, five 3-para, and the remaining twenty-four cases had an average parity of 8X5. The patients all had some albuminuria. During the same time there were six primiparme, and five had albuminuria in which the urine boiled solid. Evidently the condition is something promoted by repeated child-bearing and associated with nephritis. I believe that in the multiparae the cause is a chronic interstitial nephritis. I will quote Osler on this subject; he says: " Perhaps a majority of the cases are latent, and are nlot recognized until the occurrelice of one of the serious or fatal comlplications." " The primary forimi is chroniic from the outset and is a slow creeping degeneration of the kidney substance." " Microscopically there is seeii a marked increase in the connective tissue and degenieration and atrophy of the secreting structures." "Even an advanced grade of contracted kidney may be cornpatible with great mental and bodily activity." This is just what may be expected from the repeated strain of pregnancy. In the primiparous cases it is quite consistent to assume that there was a pre-existing chronic nephritis arising from previous disease. The kidneys of the primipara from whose uterus I have exhibited a photomicrograph showed definite chronic nephritis ,vith numerous cysts all through their substance. The occurrence of pregnancy throws a culminating strain on the kidneys and results in a subacute exacerbation of the nephritis, as exhibited in some cases. The degeneration of the uterus is in the connective tissue between the muscle-fibres and is exactly comparable to the degeneration in other parts of the body in chronic nephritis, such as occur in the brain. This results in a slow but persistent extravasation of blood into the connective tissue and a concomitant oozing of blood into the uterine cavity. The degeneration occurs all over the uterus, under the peritoneum, and in the decidua, both at and outside the placental site. The progressive destruction of the placental site results in the slow death of the faetus, and this commonly precedes the occurrence of symptoms by several days. The multiparae are more definitely chronic cases and show a less degree of albuminuria and other symptoms of acute nephritis than the primiparae, but the latter exhibit the same uterine changes. The ordinary toxamia developed as a result of pregnancy and during it, culminating in eclampsia, produces symptomns of a more acute type of nepbritis, and the pre-existence of a chronic nephritis accounts for those cases with little or no cedema, moderate albumin, and so often associated with accidental haemorrhage. Accidental haemorrhage developing in a 2-or 3-para is often the result of chronic nephritis persisting after a toxLemia in the first pregnancy. I can lay my hand on three cases with a history of eclampsia in a first pregnancy and accidental haemorrhage in the second or third pregnancy. I have recorded a case, " K. G.," with eclampsia combined with accidental hbmorrhage in the second, third, and fourth pregnancies and accidental haemorrhage in the fifth, each time occurring progressively earlier. Severe toxa3mia without eclampsia, such as calls for termination of a pregnancy is, I believe, an even more potenit cause of subsequent accidenital hemorrhage. These are the cases that develop accidental haemorrhage in the second and third pregnancies and are impossible to carry on to a period of pregnancy when the fcetus is viable and still alive. I believe the fulminating cases of eclampsia are thiose occurring in patients the subject of a pre-existing chronic nephritis, and such cases msay miss eclampsia and die of toxwmia or develop accidental haemorrhage in their first pregnancies.
Fitzgibboii: Ante-partum Accidental Hmmorrhage symnptomis.
The commonest symptom that brings a patient under notice is a sudden gush of external bleeding. If the discharge is looked at, it will invariably be found to be dark brown-red in colour and completely free from friable clots; occasionally there may be small black, shreddy clots. The urine will nearly always be found to be albuminous and often foggy; the secretion of urine is usually diminished. The patient may be in profound collapse or may be physically strong, or in any grade between these two conditions. 'A general debility and lassitude is very common. The face invariably exhibits a dusky pallor, or a muddy complexion. There is seldom much xedema, frequently none. The pulse-rate is either about 90 or over 120, the latter associated with the marked degrees of collapse. The uterus more commonly palpates normally, but may be 'tense, or tense and extremely sensitive; these characters do not always follow the degree of collapse. In the majority of the cases with a normally palpating uterus there is definite evidence of the onset of labour. In the tense and painful uterus this is difficult to estimate but subsequent events prove labour to have begun. The fcetal heart cannot be heard. In a small number of cases the uterus is tense, and/or painful, and the patient presents the above appearance but is in fair physical vigour and'there is no external bleeding, or what is present is taken as "showy" and the patient considers herself in labour. This state may be followed by profound collapse before the termination of delivery. A smaller number of cases present the toxaemic appearance and lassitude, the uterus palpates normally, and there is no fcetal heart. The case appears to be one of toxcemia with no suggestion of accidental htemorrhage, or there may be profound collapse suggesting an internal hiemorrhage. Labour is not present. The patient may die rapidly, or, while being treated for toxtmia, suddenly exhibit external haemorrhage or profound and fatal collapse.
There is one characteristic to which I draw special attention. When there is external ble'eding the blood is always dark, as distinct from red, and it never coagulates. It is not whole blood but the heemorrhagic serum expressed from coagulated blood, the coagula being retained in the uterus.
I will now explain these symptoms. The condition of the uterus is that described above,-namely, hwematoma through the muscle. There is extravasated blood in the uterus divided into serum and clot. The general symptoms are those of the chronic nephritis and consequent toxaemia. The muscle-fibres of the uterus are not affected and are quite healthy. There is no rapid bleeding at any time. As a result of the relatively foreign body collected in the uterus the majority of cases result in an induction of labour. If the apoplectic condition of the uterus is relatively mild labour sets in, the serum is expressed, and the uterus, although in most cases taking on a somewhat increased degree of tension above that of normal labour, does not present a degree of tension to call for notice. Labour terminates without undue alarm. When the hcematomatous condition is more marked, the onset of labour results in an abnormal spasm of the uterine muscle, which presents noticeable increase of tension between the contractions, and in some cases produces continuous pain with marked tenderness on palpation. In those cases with subperitoneal extravasations this may cause pain independent of the uterine action. Some cases go on to an extreme degree of apoplexy of the uterus without coming into labour, or responding to the stimulation of the contained blood-clot, and may collapse from extravasation and loss of blood without the uterus responding.
The occurrence of collapse is dependent upon the depletion of the vascular system. The loss of blood is progressive over many days before any suggestion of the condition. As blood is lost the vasoconstrictor system is compensating for the depletion. The loss of blood may pass the capability of the vascular system to compensate, and then fainting of the system occurs, with a rapid loss of such compensation as had previously occurred. The patient rapidly passes from a condition of relatively good strength into one on the verge of death. In the majority of cases compensation is maintained until the uterus responds to stimulation and comes into labour; again, in the majority it is retained until delivery is completed, but in some cases, not a small number, the strain of labour precipitates the collapse of the vasomotor system, and the patient appears with external bleeding brought about by the activity of the uterus and at the same time in collapse.
The essential fact to be deduced from observation of the above is that the bleeding is never sudden or rapid; it has been going on slowly for many days. The collapse, when present, is not due to a sudden onset or increase of bleeding.
One other symptom needs explanation. The uterus is reputed suddenly to increase in size. This apparent increase is not real, but due to the increased and maintained projection forward of the fundus as the result of increased tension of the muscle. It is exactly similar to what is always seen at the beginning of a labour pain. In the normal uterus the muscle becomes flaccid between the pains, but in accidental htemorrhage a degree of spasm is persistent.
Treatment.
During the past six years, but more especially during the past four years, I have based my treatment on the above views. I have given my results earlier in this paper.
If the foetus is alive the patient is treated on purely palliative lines, and watched. If albumin is present she is watched with a little more care. The occasional cases of persistent fresh bleeding may call for induction of labour after several days. The others clear up or end in uneventful delivery. Those patients showing toxammic symptoms ending in labour are allowed to complete delivery as a rule without interference, but if the uterus is tense or painful the membranes are punctured, the patient is kept warm with hot bottles and given water to drink freely. A patient showing debility or collapse is got to bed as rapidly as possible, given numerous hot bottles, interfered with as little as possible; if labour has started the membranes may be punctured at first and are usually punctured after a short rest. Fluid is given to drink, occasionally 10 to 20 oz. of bicarbonate are run into a vein at the end of one or two hours; I think it is important not to do this in too great a hurry, as the forced tension may delay spontaneous recovery of the vaso-constrictors. In profound collapse intravenous infusion is done at once; such a patient must be kept alive. Pituitrin inor 1 c.c. dose is given in a very bad case but has little immediate effect; it is best administered after some evidence of recovery of the circulation. If the patient is in profound collapse and without evidence of labour the membranes are punctured and restoration aimed at. The puncture of the membranes results in the onset of labour and the termination of the pregnancy, when the patient is restored. If the condition of the patient is less severe, and after restoration labour is found not to have begun, it should be induced; this can usually be effected by mere puncture of the membranes, and the cervix is almost always dilated enough to allow this. The cervix usually admits two fingers, the only exceptions occur in primiparae. No patient, no matter how she improves or what her condition was at the onset, is allowed to continue the pregnancy if the fcetus is dead. Labour is induced when she is well restored, by a slow process or by rupture of the membranes and sometimes the bringing down of a leg. Labour is always allowed to follow its own course; the fcetus is always small and the patient practically always multiparous, so there is no excuse for any form of extraction. I have never seen the least indication of postpartum htemorrhage even in profound cases, but the uterus is always carefully controlled and stimulated by massage. Ergotine and pituitrin are often given immediately after delivery, to anticipate possible post-partum debility. The delivery of the placenta is usually followed by masses of old, hard, black clot which may be taken for active post-partum htmorrhage, but the character of the clots should make the distinction quite evident. Post-partum htmorrhage has been looked upon as a serious danger Fitzgibbon: Ante-partum Accidental BHemmorrhage in these cases; Bride refers to it. I have looked up the cases reported from Manchester with which he deals. There are six deaths, and these are the notes:
(1) Membranes punctured, binder, spontaneous, P.P.H., hysterectomy, on fifth day general peritonitis. (2) There is only one case not interfered with. I think most may be classed as accouchement forc4. There are no post-mortem notes; I believe rupture of the cervix would have been found as the source of bleeding in any in which it was active.
The assumed fact that the uterus is " rotten," and therefore incapable of contracting, is also given as a reason for fearing post-partum haemorrhage. That this is not a fact has been demonstrated by Smyly, who performed Caesarean section in two cases and found the uterus acted perfectly although presenting the characters described as " rotten." Jellett had one recovery and one death after Caisarean section, the uterus not contracting properly. But the patient was moribund, and no muscle in such a patient can be expected to contract. I consider it is also past the capability to bleed.
Plugging of the Vaginia.-This treatment was instituted in the Rotunda and is erroneously described as the routine in all cases; it was largely practised, sixteen times in fifty-one cases, with two deaths. I, personally, never could accept Tweedy's theory that it controlled bleeding by compressing the uterine arteries; that does not influence the ovarian supply. It appeared to yield results and at any rate was relatively harmless when carried out as taught in the Rotunda but admittedly was liable to increase shock. I believe the apparent results were due to its being applied to control a condition of bleeding that does not ever exist. The bleeding is a slow percolation, as I have explained. I have never adopted plugging and now have completely given it up.
Caesarean Section.---This is the last method of treatment to which I will refer. It is being advocated in the present day by high authorities, and I consider on totally wrong bases, of a rapid and persistent bleeding that must be stopped.
A patient in profound collapse is not in a condition to stand a laparotomy or even the inevitable disturbance preliminary to operation. Results from Ca3sarean hysterectomy are worse than from any other form of treatment-even accouchement forc6 by version or forceps. The operation is defended on account of the condition of the uterus found at the time, and it is stated that those patients who recovered were saved and would otherwise have died. My answer to this is that in my results, in a series of sixty-four consecutive cases, there were three deaths. One death was after hysterectomy; I did not see that patient and I do not say she would have lived without operation, but she could only have died. I quite admit that the cases operated upon were all serious and the more patients operated upon the better the statistics will be, but every case operated upon is taken from those treated by palliative measures, and those given in the statistics from Manchester, compiled by Bride, show four deaths out of 198 cases with either no treatment, or with only rupture of the membranes or plugging. The present claims for Caesarean section in accidental haemorrhage are, I consider, comparable to the claims for that operation and other modes of rapid delivery that were adhered to for twenty years in the treatment of eclampsia, in spite of a mortality of over 30 per cent. and in opposition to the palliative treatment advocated by the Rotunda, the adoption of which during the past five years had reduced the mortality to under 15 per cent. in those places where the conservative treatment of eclampsia is now followed.
In conclusion, I wish to ask the profession seriously to consider the views I have propounded. The summary of these views is, that ante-partum accidental haemorrhage is the culmination of a slowly-developed condition of the uterus due to chronic nephritis; it is never at any time a rapid bleeding and treatment should be confined to restoring the collapsed circulation, keeping the patient alive and then terminating the pregnancy bv the simplest means, which is by the natural forces, and if allowed to occur will be completed spontaneously and rapidly in the great majority of cases, after recovery from the collapse. A patient who is incapable of recovering from the collapse is far less capable of standing a hysterectomy. D,iscussson.-Dr. D. J. MALAN said that he had looked up the records of thirty cases of accidental ante-partum hsemorrhage, and the results of treatment in these made him unwilling to accept the statement that the only treatment required was palliative and expectant, and that operative interference was uncalled for and dangerous. How did Dr. Fitzgibbon stop the bleeding when it continued in spite of palliative treatment? That in cases of concealed accidental h&-morrhage the uterine muscle acted well was also contrary to his experience. In three cases in which Caesarean section was performed two required subtotal hysterectomy. as the uterine muscle refused to contract properly. In the third case the uterus was preserved only after prolonged efforts had been mnade to make it behave properly. Two of the three patients sucvived, and the last-m-lentioned patient six years later gave birth to a 91 lb. baby, with normal pregnancy and normal labour. If chronic nephritis is the causal agent then the hbemorrhage should recur in subsequent pregnancies. This was not his (the speaker's) experience, and he found it difficult to accept without further proof the explanation of Dr. Fitzgibbon regarding the cause of accidental ante-partuin hmemorrhage.
Dr. R. H. PARAMORE (Rugby) referred to two cases of serious accidental hemorrhage under his care. In the one the membranes were ruptured, a great rush of blood occurred and the patient immediately died. In the other, admitted as a case of placenta praevia witl . dead child, Cvesarean section saved both mother and child.
He was surprised to hear that Dr. Fitzgibbon denied that the uterine muscle was necrosed or degenerated in these cases, in view of the work done by the late Gordon Ley. He (the speaker) was under the impression that lesions of the uterine wall, and especially its lfemorrhagic state, only occurred or were most marked in cases of concealed hemnorrhage of magnitude. He reminded the author that absence of histological signs of cellular degeneration or necrosis was not evidence of functional activity. Dr. Fitzgibbon divided cases of accidental hbemorrhage into two types: (1) Simple, and
(2) toxemic, the toxemia being due to chronic nephritis. But Dr. Fitzgibbon apparently thought that the severe cases, the cases in which hmemorrhagic extravasation into the uterine wall and broad ligaments occurred, were always toxaemic; alid that the simple cases, e.g., due to trauma, did not produce this state. But his evidence was inconclusive. In the siiDple cases there was either no albuminuria, or if there was Dr. Fitzgibbon regarded it as a concomitant unassociated with the bleeding. He (Dr. Paramore) believed the albuminuria in the traumatic cases was at times the result of the distension of the uterus which the bleeding caused. But to understand how accidental hcmorrhage occurred, a study of the dynamnics of the capillary circulation-and the placental sinuses were but mnodified capillaries-was necessary.
Mr. L. C. RIVETT agreed emphatically that there was more than one type of accidental heemorrhage, and that the so-called " toxmemic " type was a definite entity. He called attention to the fact that in many cases the amount of blood lost was not sufficient to accounlt for the severity of the symptoms. He asked whether the condition of the kidney in fatal cases was in keeping with chronic nephritis, and also, whether patients who had lived subsequently showed clinical signs of this disease.
Dr. FITZGIBBON (in reply) said that the kidneys in one of his fatal cases showed definite chronic nephritis, in his other fatal cases the kidneys were not examined; of his cases that recovered, several remained chronic invalids and were transferred to general hospitals, where one died nine months later. The case recorded " K. G. " was an excellent illustration of the progressive permanent damage to the kidneys. As to subsequent pregnancies, in the severe cases they tended to terminate at earlier periods as abortions and miscarriages, and markedly resisted efforts to carry on the pregnancy-he had carried out hysterectomy in the case of two patients to stop this recurrent, useless conception. Dr. Malan asked how the bleeding was to be stopped to allow recovery; in reply to this question the contention of the paper was that the bleeding was never rapid and did not require treatment. Dr. Paramore considered that the rnuscle was degenerated, but this had never been demonstrated histologically.
Dr. Paramore asked whether it was possible to distinguish the two types of cases; he (lDr. Fitzgibbon) thought it wvas and indicated the characteristic symptoms; but the accidental association of ablation of the placenta with an ordinary toxEellia of pregnancy imiight occulr and become misleading. In the majority of cases operated upon, the peritoneal cavity was free from blood. He (Dr. Fitzgibbon) hardly expected the suggestion of haematosis of the uterus to be accepted at once, but he was very pleased to know that the President was inspired to look into the question.
A Plea for Drastic Reform in the Teaching of Midwifery. BY G. W. THEOBALD, M.D.
THERE is a growing consciousness, which is not confined to medical circles, that the state of midwifery in this country is not what it should be. The official statistics are dreadful. Four women out of every 1,000 who give birth to children die through childbirth. That is to say that, assuming that a mother has four children, she undergoes a total risk of very little less than 1 in 250 of dying as a result of childbirth. Such figures are terrible, but they only represent a fraction of the truth.
Of the 3,000 mothers who die annually in England and Wales, over 1,000 die from sepsis. If 1,000 die, there is little doubt that a great many more are severely infected and barely escape with their lives. There is reason to believe that the actual number who die is greater than recorded, as these women who succumb within a short period of childbirth and are registered as dying from pneumonia should really be included in the deaths from sepsis. A large number of the gynaecological operations, including most of the ectopic gestations, with the risk to life and the long period of disability involved, are made necessary by bad midwifery.
A far greater number of women suffer ill-health and varying degrees of inconvenience, often amounting to pain, all their lives, but either cannot bring themselves to face the ordeal of a gynmcological examination, or consider that such discomfort is the heritage of all mothers. The numbers of these sufferers is enormous.
Finally, we may consider the sum-total of misery, the broken homes, the orphans, the widowers. What more need be said to prove that the cold figures of the Registrar-General only give a very faint idea of the ghastly results of childbirth in England and Wales?
In order to improve matters various steps have been taken. The midwives have been registered. Ante-natal clinics have been formed in a large number of centres. There has been an alarming increase, more far-reaching than is realized, in the State control of midwifery. A vast amount of money and effort have been expended and there is very little cause for congratulation. In fact, the figures do not show that amount of improvement that could reasonably have been expected, even if such efforts had not been made. There is indeed reason to believe that further improvement is not likely, but rather a deterioration may be anticipated in the future. The midwife is expected to know too much, and a midwife who knows too much is a danger to the community.
A highly educated and trained sister in the operating theatres of our great hospitals would not dream of opening a superficial abscess, and yet a woman with less advantages in surgical and other training is expected to make a vaginal examination, to deliver breech presentations, and in what she considers an emergency remove a placenta.
The doctor is getting less experience in normal midwifery, and will not be so good at abnormal work as the old practitioner, who learned his obstetrics after he qualified by being an assistant in a large midwifery practice. Lastly, the ante-natal clinics, with all their potentialities for good, may in fact be a source of danger, for they have made possible an enormous amount of meddlesome operative midwifery.
